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The purpose of this study was to investigate the current use of
informed consent procedures among a systematic sample of social workers
and psychologists, as well as a stratified sample of mental health
center directors.

A brief questionnaire was constructed which listed

thirteen of the informed consent issues suggested by several authors
in the literature.
A MANOVA and separate univariate ANOVAs were used to assess dif
ferences between individual professional and mental health center direc
tor groups.

Post-hoc analyses revealed that mental health center

directors reportedly address three informed consent issues to a greater
extent than either individual professional group.

These included in

forming clients regarding exceptions to confidentiality and client
access to records.

Mental health center directors reportedly also

made greater use of consent forms than either professional group.
Mental health center directors reportedly presented clients with a
method of client recourse more frequently than psychologists, and
also reportedly presented information regarding alternatives to
1

psychotherapy more frequently than social workers.

Social workers re

portedly provided information concerning therapist qualifications
more frequently than mental health center directors. Social workers
more strongly expressed the attitude that informed consent should be
confined to medical procedures than either mental health center direc
tors or psychologists.
Several correlates were generated for use as predictors of total
scores for each of the three respondent groups (with higher scores in
dicating greater frequency in addressing a given issue), separate step
wise regression analyses revealed that social workers with high total
scores were those who most strongly disagreed with the statement that
informed consent issues should be dealt with as they arise during the
course of therapy (attitudinal item 1).

Social workers who reported

presenting informed consent information solely in oral form had lower
scores.

Psychologists who most strongly disagreed on attitudinal

item 1 and had behavioral orientations obtained higher total scores.
No significant predictors of total scores were found for mental health
center directors.
Several items emerged which dealt with issues only infrequently
addressed by all three groups of respondents.

These included inform

ing clients of the possible negative effects of therapist disclosures
to third party payers, potential negative consequences of acknowledging
participation in therapy to potential employers, and providing informa
tion about the ultimate destruction of records.
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ABSTRACT

The purpose of this study was to investigate the current use of
informed consent procedures among a systematic sample of social workers
and psychologists, as well as a stratified sample of mental health
center directors.

A brief questionnaire was constructed which listed

thirteen of the informed consent issues suggested by several authors
in the literature.
A MANOVA and separate univariate ANOVAs were used to assess dif
ferences between individual professional and mental health center direc
tor groups.

Post-hoc analyses revealed that mental health center

directors reportedly address three informed consent issues to a greater
extent than either individual professional group.

These included in

forming clients regarding exceptions to confidentiality and client
access to records.

Mental health center directors reportedly also

made greater use of consent forms than either professional group.
Mental health center directors reportedly presented clients with a
method of client recourse more frequently than psychologists, and also
reportedly presented information regarding alternatives to psycho
therapy more frequently than social workers.

Social workers re

portedly provided information concerning therapist qualifications
more frequently than mental health center directors.

Social workers

more strongly expressed the attitude that informed consent should be
confined to medical procedures than either mental health center direc
tors or psychologists.

Several correlates were generated for use as predictors of total
scores for each of the three respondent groups (with higher scores in
dicating greater frequency in addressing a given issue), separate step
wise regression analyses revealed that social workers with high total
scores were those who most strongly disagreed with the statement that
informed consent issues should be dealt with as they arise during the
course of therapy (attitudinal item 1).

Social workers who reported

presenting informed consent information solely in oral form had lower
scores.

Psychologists who most strongly disagreed on attitudinal

item 1 and had behavioral orientations obtained higher total scores.
No significant predictors of total scores were found for mental health
center directors.
Several items emerged which dealt with issues only infrequently
addressed by all three groups of respondents.

These included inform

ing clients of the possible negative effects of therapist disclosures
to third party payers, potential negative consequences of acknowledging
participation in therapy to potential employers, and providing informa
tion about the ultimate destruction of records.
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CHAPTER I
INTRODUCTION AND LITERATURE REVIEW
There has been a substantial increase of interest in the rights
and welfare of mental health patients/clients over the last decade.
The early writings of Szasz (1961, 1963) and Goffman (1961) are often
recognized as seminal in the controversy surrounding the rights of
mental patients.

However, Redlich and Mollica (1976) point out that

the major impetus for promoting the rights of patients has emanated
from the efforts of civil libertarians, lawyers, and judges, rather
than from members of the psychiatric profession.

Psychiatry and other

mental health professions have attempted to formalize their commitment
to the rights of clients/patients in their respective ethical codes
(American Psychiatric Association 1973; American Psychological Associa
tion 1977, 1981a, 1981b; National Association of Social Workers 1967).
The recent Ethical Principles of Psychologists (American Psychological
Association 1981a) state that "Psychologists respect the integrity
and welfare of the people and groups with whom they work" (p. 36).
However, several authors (Hare-Mustin, Marecek, Kaplan & Liss-Levinson
1979; Van Hoose & Kottler 1977) have suggested that the major impetus
for the development of ethical codes has often been the protection
of the profession from outside regulation rather than concern for the
rights of clients.

Other writers (Jonsen & Hellegers 1974; Redlich

& Mollica 1976) have criticized particularly the Principles of
1
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Medical Ethics (American Psychiatric Association 1973) observing "that
the pragmatic and arbitrary standards defined . . . approach a descrip
tion of professional etiquette more than a code of ethics" (Redlich &
Mollica 1976, p. 126).
Redlich and Mollica (1976) have speculated that an increased
concern for patients’ rights and other ethical issues in medicine and
the mental health professions may be due, in part, to problems created
by rapid changes in technology.

They point out, for example, that the

increasing ability to modify behavior has

created serious ethical

dilemmas concerning the desirability and limits of 'behavior control.1
The latter ethical concern has also been addressed by others in the
literature (Ennis 1972; Halleck 1974; London 1969).
A second speculated factor is the growing consumer movement,
which questions the traditional model of the patient-professional rela
tionship (Adams & Orgel 1975; Coyne & Widiger 1978; Eberlein 1977;
Hare-Mustin et al. 1979).

According to the traditional model:

The patient is expected to assume a child's role. He
suffers from pain which he does not understand, and his
anxieties are aroused. He is incapacitated, excused from
normal functioning and, like a child, becomes dependent on
others to take care of him. In this state, the patient
turns to the physician. The physician’s specificity of func
tion and altruistic motivation legitimate the assumption of
power over the patient's treatment because the doctor is ex
pected to resolve the patient's problems in the best inter
ests of the patient. This is the prevailing standard of
professional responsibility (Glass 1970, p. 1533).
Evidence for the growth of a consumer's movement in mental health care
can be seen in the emergence of consumer guides to psychotropic medica
tions, psychotherapy, and other mental health services (Coyne &
Widiger 1978).

Such a guide to mental health services has been
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developed by Adams and Orgel (1975) which encourages clients to negoti
ate specific goals via written contracts, request specific diagnostic
information, and also to seek second opinions in cases of disagreements
with the therapist.

Other authors (Ayllon & Skuban 1973; Schwitzgebel

1975, 1976; Tweedie 1973) have also advocated a contractual model which
makes explicit the desired goals, methods, risks, and benefits of
psychotherapy in an attempt to provide opportunities for greater selfdetermination on the part of mental health consumers.
A third speculated force responsible for greater interest in
professional ethics and clients' rights has been the increasing role of
the courts and legislatures in regulating the practices of mental
health professionals and delineating mental health laws (Brooks 1974;
Epstein, Steingarten, Weinstein, & Nashel 1977; Miller & Burt 1977;
Miller, Brodsky, & Bleechmore 1976; Redlich & Mollica 1976).

While the

majority of laws relating to mental health over the past century per
tained primarily to involuntary commitment, much recent attention has
focused on the rights of individuals following their entrance into
mental health facilities.

There has been a concommitant shift in legal

perspective away from what is often viewed as paternalism on the part
of mental health professionals.

The rising number of malpractice suits

directed against professionals is evidence of the court's increasing
role in imposing higher standards of professional ethics and accoun
tability (Pope, Simpson, & Weiner 1978; Roston & Scherrer 1973).
The Concept of Informed Consent
Many of the issues raised by advocates of clients' rights are
based on an analogy with the legal status of persons under the medical
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care of a physician.

One of the most important legal concepts applied

to medicine is consent.

The physician who performs medical procedures

without the patient's implied or expressed consent may be charged
with battery.

This unauthorized treatment may lead to a tort action,

even though the procedure is undertaken expressly for the welfare or
benefit of the patient (e.g., in the case of surgery).

If the patient

gives nis or her consent to the procedure, there can be no battery.
Some examples of procedures requiring consent include drug injections,
X-rays, and physical examinations.
However, beginning in the 1960s, court decisions have extended
the issue of consent beyond the basic determination of consent or lack
of consent to a given procedure, to the issue of whether a patient
was adequately informed concerning the nature, purpose, and collateral
risks of the procedure.

The addition of this informational component

to simple consent has led one author (Katz 1972) to refer to informed
consent as a "legal hybrid."
The legal requirement of information for valid consent has
several important implications.

One of the most salient implications

is that the physician who fails to sufficiently inform may be held
liable for a breach of medical duty under the legal doctrine of negli
gence.

A physician's liability for failure to obtain a patient's

informed consent is not dependent upon negligence in the selection of
treatment or in the way the treatment was used.

Instead, liability

is based upon the physician's failure to inform the patient of the
inherent risks of the treatment.
The doctrine of informed consent serves several functions.
Capron (1974) has summarized these functions to include the promotion
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of individual autonomy and rational decision-making, the safeguarding
of the patient's status as a human being, the prevention of fraud and
duress, the fostering of self-scrutiny among physicians, and the in
clusion of the public sector in matters of medicine.

Among the most im

portant of the preceding functions is the right of self-determination
on the part of the patient.

This central principle implies that a pa

tient's right to decide what may or may not be done with his or her
person may even be more important than the preservation of the patient's
health.
The historical antecedents of the doctrine of informed consent
can be traced to the eighteenth century case of Slater v. Baker and
Stapleton (Rada 1976).

The physicians in question were held liable

for failure to adhere to customary standards of professional practice,
which required the obtaining of consent prior to administering a treat
ment.

In addition to the basic requirement that the physicians obtain

consent to treatment, the court also implied a second requirement that
the physician also inform the patient regarding the procedure to be
performed.
Although the basis for the imposition of liability in Slater was
a failure to adhere to customary professional standards of practice,
the majority of modern cases which began to appear in the early
twentieth century were frequently based on an alternative rationale.
In Schoendorff v. Society of New York Hospital (Meisel, Roth, & Lidz
1977), it was demonstrated that the imposition of liability for treat
ment without consent could also be found in the law of battery.
Meisel et al. (1977) quote Supreme Court Justice Cardozo regarding the
necessity to obtain the patient's approval for treatment:
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Every human being of adults years and sound mind has a right
to determine what shall be done with his body (Meisel et al .
1977, p. 286).
During the first half of the twentieth century, several cases
arose which imposed liability on physicians for failure to provide in
formation about a treatment before performing it.

Beginning in the late

1950s, cases in this category increased in frequency.

In 1960, two de

cisions were handed down by the Supreme Courts of Missouri and Kansas
which are of crucial significance to consent law in the practice of
medici ne.
In Mitchell v. Robinson (1962), electroconvulsive and insulin
shock therapies were used in the treatment of a woman patient.
procedures resulted in the fracture of several vertebrae.

These

In Natanson

v. Kline (1960), a woman underwent radiation therapy following a mastec
tomy and sustained radiation injuries.
tained from the patient.

In both cases, consent was ob

Nevertheless, the court ruled in each case

that the patient’s consent did not protect the physician from liability
for the negative side effects, without regard to establishing negli
gence in the performance of these procedures.

Both consents were judged

invalid because neither physician informed the patient of the possible
deleterious risks of treatments.
Cobbs v. Grant
Cobbs v. Grant (1972) helped to establish the prevailing legal
view that otherwise authorized treatment performed in the absence of
informed consent constitutes negligence instead of battery.

The court

ruled that in instances wherein there was no consent or consent to a
treatment which differed significantly from the one actually performed,
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the theory of battery applies.

In those instances in which the patient

gave consent to a treatment resulting in the materialization of an un
disclosed risk(s), the negligence theory applies.

At minimum, the

court required the disclosure of risks of death and serious bodily harm.
For circumstances in which the physician deliberately misled the pati
ent about the risks of a treatment or withheld this information, the
battery theory applies.
One of the most crucial questions in the informed consent issue
concerns the standard of disclosure by which the adequacy of the
physician's disclosure is tested.

Prior to 1972, the majority of court

decisions viewed the standard of disclosure in cases involving informed
consent as very similar to the standard of care in cases of negligent
diagnosis or treatment.

It was generally accepted that the extent of

a physician's responsibility to disclose was based upon professional
standards.

Courts who continue to support this 'majority rule' main

tain that, in view of the complexity of medical science, the decisions
concerning which risks warrant disclosure should be left to the dis
cretion of the medical profession.

Furthermore, it is argued that in

the absence of any professional standard, the physician would have
no guideline as to what disclosures are legally adequate.

As such,

physicians could be held liable for negligence even when their proce
dures conformed well to medical profession's expectations.
The Canterbury Case
In the landmark case of Canterbury v. Spence (1972), a young
man underwent a laminectomy, wherein a portion of a vertebra is re
moved.

One day following the surgery, the patient fell out of a
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hospital bed.
waist.

Within a few hours he experienced paralysis below the

The surgeon performed a second operation at the location of the

laminectomy.

Despite some improvement in muscle control following this

second surgery, the patient still suffered from paralysis nine years
later at the time of trial.

Suit was brought against the surgeon for

failure to disclose the material risks of the operation and also for
negligence in performing the surgery.

In addressing the standard of

disclosure the court stated that:
A risk is thus material when a reasonable person, in what the
physician knows or should know to be the patient's position,
would be likely to attach significance to the risk or cluster
of risks in deciding whether or not to forego the proposed
therapy (Canterbury v. Spence 1972, p. 787).
In refusing to accept the rule that liability is dependent solely
upon some departure from established medical tradition, several ra
tionale for the "reasonable person" standard were presented.

First,

the court reasoned that the very existence of a discernible profes
sional standard of disclosure is questionable, due to the "myriad of
variables among patients" (p. 784).

More importantly, the court

cautioned that arrogating the decisions concerning disclosure to the
medical profession might be damaging to the patients' right of autonomy.
Perhaps most significantly, the court noted that the matter of dis
closure of material risks often represents a nonmedical judgment.
In discussing the types of information that must be disclosed,
Canterbury v. Spence went beyond other decisions which dealt primarily
with the disclosure of serious risks.

This more expansive approach

also required the description of alternative modes of treatment, as
well as a prognosis of the patient's condition if left untreated.
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Two exceptions to the rule of disclosure have been recognized.
The first involves procedures performed on a patient who is unconscious
or otherwise unable to consent, and the failure to treat would result
in serious danger that outweighs any hazards of the treatment.

The

second exception arises when the disclosure of risk poses a serious
medical or psychological threat to the patient's well-being. However,
the court cautioned that:
The physician's privilege to withhold information for
therapeutic reasons must be carefully circumscribed, however,
for otherwise it might devour the disclosure rule itself.
The privilege does not accept the paternalistic notion that
the physician may remain silent simply because divulgence
might prompt the patient to forego therapy the physician feels
the patient really needs (Canterbury v. Spence 1972, p. 789).
In its concluding remarks, the court maintained that expert tes
timony was unnecessary in helping to determine issues of reasonable care
in informed consent cases.

The court held that these questions are

best left to the jury.
Informed Consent and Human Experimentation
The preceding section on the development of consent law dealt
primarily with conditions under which a physician administered to a
patient using established medical procedures.

However, much of the

recent increase of professional and public interest in the area of
informed consent has arisen from the actual and alleged abuses of
human subjects in non-therapeutic experimentation.
court case in America arose in 1842.

The first recorded

In Carpenter v. Blake (Rada 1976),

the physician set the patient's elbow using an unproven procedure.
The court decided that a physician who uses experimental methods does
so at his or her own risk.

This decision, which came to be known as
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the "physician's peril doctrine" remained without serious legal chal
lenge until the 1930s.

A 1906 forensic medical text by Witthaus and

Becker (Rada 1976) stated:

"Better let a patient perish from disease

or injury, than while attempting uncertain experiments with the sur
geon's knife or the use of dangerous drugs" (d . 36).

However, in 1935,

the Supreme Court of Michigan did recognize the necessity of medical
experimentation.

In the case of Fortner v. Koch the court stated:

If the general practice of medicine and surgery is to progress,
there must be a certain amount of experimentation carried on;
but such experiments must be done with the knowledge and con
sent of the patient or those responsible for him, and must not
vary too radically from the accepted method or procedure
(Fortner v. Koch 1935, p. 282).
The requirements for informed consent in research with human sub
jects have become increasingly stringent over the past decade.

Evidence

of this trend can be seen in the establishment of Institutional Review
Boards in universities, which adhere to the Department of Health, Edu
cation and Welfare regulations for the protection of human subjects
(Yezzi 1980).
Several informed consent issues are addressed in the American
Psychological Association's Ethical Principles of Psychologists.
The investigator protects the participant from physical and
mental discomfort, harm, and danger that may arise from re
search procedures.
If risks of such consequences exist, the
investigator informs the participant of this fact (American
Psychological Association 1981a, p. 638).
In addition, the guidelines state that the researcher has an ethical
obligation to provide all information which might reasonably be assumed
to influence participation.

The guidelines also specify that "in

formation obtained about a research participant during the course of
an investigation is confidential, unless otherwise agreed upon in
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advance" (p. 633).

The researcher is also charged with the responsi

bility to inform participants of any exceptions to this confidentiality.
With reference to negative side effects of participation, the guide
lines state that "the investigator has the responsibility to detect and
remove or correct these consequences, including long-term effects" (p.
638).

However, it is very difficult to operationally define how this

may be accomplished.
One of the most notable legal cases on informed consent in
psychiatry involved experimental psychosurgery.

The case of Kaimowitz v.

Department of Mental Health of the State of Michigan (1974) concerned a
research project comparing the effects of a drug (cyproterone acetate)
and a psychosurgical procedure (amygdalotomy) on controlling the ag
gression of males in an institutional setting.

Rather than seeking a

precedent in the law of malpractice, the courts focused on the Nurem
berg Code.

The consent was analyzed according to three criteria:

that

there be legal capacity to give consent (competency), that there be
knowledge of the procedure and the risk involved, and that the consent
be voluntary.

The court emphasized detainment in its analysis of the

voluntary criterion.

In its conclusion, the court stated that "in

voluntarily detained mental patients cannot give informed and adequate
consent to experimental psychosurgical procedures on the brain"
(Kaimowitz y. Department of Mental Health 1974, p. 916).
The court then directed attention to constitutional issues
posed by the case.

First, they asserted that "to the extent that the

First Amendment protects the dissemination of ideas and the expression
of thoughts, ft equally must protect the individual's right to generate
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ideas." (p. 917).

Therefore, they concluded that the proposed psycho

surgery violated the patient's first amendment rights by interfering
with the capacity to generate ideas, and thereby inhibiting the dissemi
nation of ideas.

The court also pointed to the recent constitutional

concept concerning the right of privacy, which originated in the first,
fifth, and fourteenth amendments.
Intrusion into one's, intellect, when one is involuntarily de
tained and subject to the control of institutional authorities,
is an intrusion into one's constitutionally protected right
of privacy. If one is not protected, in his thoughts, be
havior, personality and identity, then the right of privacy
becomes meaningless (Kaimowitz v. Department of Mental Health
1974, p. 920).
Shapiro (1974) has developed the constitutional arguments made
in Kaimowitz into a theory that all involuntary somatic treatments
(whether experimental or not) affect the mind's ability to generate
ideas, and therefore infringe on first amendment rights.

Shapiro's ar

guments raise difficult constitutional questions about such practices
as administering psychotropic medications without consent.

The con

stitutional issues raised by Kaimowitz and elucidated by Shapiro (1974)
form the basis for much of the current debate on the right to refuse
treatment.

White and White (1981) discuss some possible implications

of two recent court decisions upholding the constitutional right of
involuntarily committed patients to refuse psychotropic medications
in non-emergency situations.

The latter authors speculate that future

court decisions upholding this right may challenge the mental health
professions to generate less intrusive, non-medical interventions
which are acceptable to patients.
One category of behavior change techniques which has been sub
ject to particularly intense ethical and legal scrutiny includes the
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more clearly defined medical procedures such as psychosurgery, the ad
ministering of psychotropic medications and electroconvulsive therapy
(ECT).

The psychopharmacological techniques are believed to present

considerable risk of dehumanizing effects.

Most authors maintain that

overmedication of patients constitutes an abridgement of human rights,
in addition to the dangers of serious side effects posed by many
psychotropic drugs (Redlich & Mollica 1976).

However, there is con

siderably more controversy surrounding the administration of psycho
tropic drugs to non-consenting, legally incompetent patients.

Ethical

concerns about the potential abuses of psychoactive medication appears
to be on the rise as more powerful and specifically-acting medications
are developed.

Despite the substantial decrease in frequency and in

creased refinement in psychosurgical techniques, serious ethical and
legal debate persists, particularly regarding the involuntary committed
patient's right "not to be treated" (Winters v. Miller 1971).

Although

many psychiatrists consider ECT a relatively safe and beneficial pro
cedure, it continues to be a major target of malpractice litigation
and ethical debate.
The psychotherapies, which are of particular relevance to the
present study, have traditionally been viewed by mental health profes
sionals as incurring few material risks or violations of client's
rights, since the majority of psychotherapy clients voluntarily seek
services in outpatient settings.

However, several authors have

seriously challenged this assumption (Everstine et al. 1980; Halleck
1971; Hare-Mustin et a l . 1979; Noll 1974, 1976, 1981; Noll & Rosen
in press; Smith 1981), pointing to more subtle risks and potential
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violations of clients' rights in the form of "social-political-economic
repression of the client" (Noll 1981, p. 915).

Several proposed sources

of these potential violations will be discussed in the following two
sections.
Issues of Confidentiality and Privacy
One group of risks which have heen examined by Hal leek (1971)
and further elucidated by Noll (1974, 1976, 1981) involves requests for
information of the therapist by third parties.

Such requests may

emanate from family, friends, admissions committees, insurance com
panies, potential employers, and other individuals who may request in
formation concerning the client's mental health status (Chodoff 1978;
Grossman 1971, 1978; Halleck 1974).

Some employment applications, for

example, contain questions pertaining to whether or not the applicant
has ever consulted a mental health professional.

In the event that

the applicant answers in the affirmative, he or she may be asked to
sign a waiver permitting the potential employer to make inquiries about
the applicant to the therapist.

Depending upon such factors as the

therapist's satisfaction concerning his or her involvement with the
clfent, the information provided may have a deleterious effect on the
applicant's ability to secure the employment (Noll 1974, 1976).

Such

situations often place the therapist in the role of double agent
Szasz 1967) wherein the needs or expectations of agencies, institutons, or other third parties may interfere with those of the client.
The complexity and frequency of this problem appears to be increasing
as the number of requests for information increase (Grossman 1978;
Halleck 1971).

In a survey of California psychiatrists (Privacy
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Protection Study Commission 1977), 89 percent of 346 respondents re
ported that they received inquiries from insurance companies; 56 per
cent reported inquiries from schools, and 49 percent reported inquiries
from employers.
A similar dilemma may arise in instances wherein the client
elects to have the fees for psychotherapy defrayed by a health insur
ance policy covering mental health care.

In this instance, persons are

usually requested to sign a waiver permitting the insurance company
to request diagnostic and other sensitive material from the therapist.
Noll (1974, 1976) and others (Westin 1976) have suggested that particu
larly in view of the advent of interlocking and central computer sys
tems such as the Medical Information Bureau in Boston, Massachusetts,
the potential for oppressive use of this material is alarming.

Other

authors have also expressed increased concern for the risks posed by
third party payers and the concommitant "information explosion" (Everstine et al. 1980; Grossman 1971).
Noll and Rosen (in press) maintain that most inquiries from
third party payers represent risks of repression for the client.

Wein-

stock and Haft (1974) conducted a survey of industrial physicians who
were employed by a large sample of corporate firms.

The physicians

were asked to respond according to their company's hiring policies
toward individuals suffering from various physical illnesses, in ad
dition to a psychiatric illness category.

The investigation con

cluded that employment rejections for all illnesses were based pri
marily on employer's concerns about possible increases in the cost of
employee's compensation rates paid by the corporation or firm, and
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also of concern over liability for future illness.

In considering

managerial positions, with the exception of "aeortic stereosis in treat
ment," individuals who were currently engaged in psychotherapy were
rejected at a higher rate than any other types of illnesses.

Sixty-

three percent of the physicians gave unqualified rejections for employ
ment, while only fourteen percent gave an unqualified approval.

Simi

lar results were obtained for the clerical and maintenance levels of
employment.

These results do suggest that psychotherapy clients may

jeopardize their socioeconomic futures in responding affirmatively to
questions regarding mental health treatment.
Another group of risks may materalize in instances wherein the
client's revelations or behavior run counter to societal or therapist
values.

Such instances may lead the professional to break confidenti

ality and function as an agent of social control (Noll 1976).

For

example the therapist may elect to warn a third party, hospitalize the
client, or inform authorities (Lindenthal & Claudewell 1980; Szasz
1963).
Noll and Hanlon (1976) surveyed a sample of mental health cen
ters, in part to determine the life span of clinical records.
one percent reported that records were held indefinitely.

Eighty-

The authors

pointed to the potential for client repression created by such prac
tices and called for an explicit policy for the destruction of client
records within a definite time span.
Second-Order Effects
A second broad class of risks is made up of those negative
"second-order effects" of psychotherapy (Graziano 1969, 1972;
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Graziano & Fink 1973; Hurvitz 1967; Strupp & Hadley 1977) which these
authors maintain, have not received adequate attention by profes
sionals and researchers.

Graziano and Fink (1973) suggest that mental

health clients:
. . . are processed through a fairly standardized, complex,
professional system, which, in its pursuit of salutary helping
goals, may also be occasioning serious, negative, second-order
effects for its clients. . . . If, in fact, mental health prac
tice does occasion negative second-order effects, the profes
sion must ethically become sharply sensitized to these effects
and assume responsibility for preventing or minimizing them
(Graziano & Fink 1973, p. 362).
Graziano and Fink (1973) suggest that the highrateof "dropouts" in
individual outpatient psychotherapy (Rosenthal & Frank 1958) may, in
part, reflect the influence of situational factors such as difficulties
in arranging transportation, child care, and other inconveniences which
are usually considered outside the mental health professional's sphere
of interest.

Lower socioeconomic class clients have higher rejection

and dropout rates than middle and upper class clients (Myers & Bean
1968; Rosenthal & Frank 1958).

Graziano and Fink (1973) suggest that

both high fees and social stigma, which may have differentially more
severe negative effects on lower socioeconomic clients, may also be
potent factors in high dropout rates.
The psychotherapy client often receives a diagnostic label upon
entering the mental health system (Pronko 1963).

This process has

numerous speculated effects (Scheff 1966; Szasz 1961) which may pro
vide the impetus for others to view the client as someone who cannot
handle his or her problems or is in danger of losing control (Lamy
1966; Szasz 1961, 1970).

As a result of the labeling process, the

client may suffer the discrimination, condescension, and lowered
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social status which society expresses toward persons with psychologi
cal or psychiatric problems.

The psychiatric label has been publicly

associated with a number of stereotyped, socially undesirable be
haviors and
1970).

images (Nunally 1961; Phillips 1964; Scheff 1966; Szasz

This reaction may extend to one or several realms of the cli

ent's life with detrimental life consequences (Goffman 1961; Noll 1974,
1976; Phillips 1964; Szasz 1961; Ulman & Krasner 1969).
Hurvitz (1967) maintains that individual psychotherapy with one
spouse may lead to increased marital difficulties or an exacerbation
of existing problems.

Coyne (1976) has argued that the acceptability

of such potential costs can only be judged from the client's frame of
reference, and calls for increasing attention and sensitivity to the
changes in personal beliefs and interpersonal relationships which are
not usually targeted for psychotherapeutic change.
The Concept of Informed Consent to Psychotherapy
The current medical-legal concept of informed consent requires
that the physician provide information to the patient regarding (1)
the nature of the proposed treatment, (2) the risk and side effects
of the treatment, (3) the available alternative treatments and their
attendant risks and side effects, and (4) the probable consequences if
no treatment ensues (Mitchell v. Robinson 1962; Natanson v. Kline 1960;
Cobbs v. Grant 1972; Canterbury v. Spence, 1972; Capron 1974).

It is

assumed the doctrine of informed consent protects the patient's
physical integrity, privacy, and the right to decide whether to sub
mit to the proposed treatment.

The patient who is adequately informed

is then better able to decide intelligently.
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The notion of extending the doctrine of informed consent to the
practice of psychotherapy was first advocated by Noll (1974), who sug
gested that therapists have an ethical responsibility to inform poten
tial clients of the dangers of self-incrimination.

For example, the

client should be informed that the signing of waivers on insurance
or employment applications constitutes a waiver of confidentiality.
In later articles Noll (1976, 1981) and Noll and Rosen (in press) also
advocate that the therapist should inform the client of the circum
stances under which he or she may break confidentiality.

Examples dis

cussed by Noll (1976) include the decision of Tarasoff v. Regents
(1974) by the California Supreme Court.

The court ruled that a psycho

therapist has a duty to warn intended victims in those instances in
which a client verbalizes a death threat during the course of psycho
therapy.

Another source of exceptions to confidentiality may exist in

states which require the reporting of suspected child abuse of neglect
(Noll 1976).

Such child abuse and "duty to warn" legislation inten

sifies the ethical dilemma in which the welfare of society is balanced
against the personal privacy of the individual.

Noll (1976) states

that if the legislative trend requiring the reporting of undesirable
behavior continues, the use of informed consent by therapists may
actually deter persons from seeking services.

Nevertheless, this does

not obviate the ethical imperative to inform the client concerning
the limits of confidentiality.
More recent articles by Coyne and Widiger (1978), Everstine
et al. (1980), Hare-Mustin et al. (1979), and Smith (1981) have also
made suggestions for inclusion in informed consent procedures.
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Hare-Mustin et al. (1979), for example, propose that clients should be
informed about (1) the procedures and approaches used in therapy, (2)
possible indirect or second-order effects of therapy, (3) the limits
of confidentiality, (4) the skills, qualifications, training and pro
fessional experience of the therapist, and (5) possible alternatives
to psychotherapy (e.g., legal assistance, assertiveness training, sup
port groups) and (6) methods of recourse in addressing client griev
ances.
Everstine et al. (1980) have incorporated several of the elements
of informed consent into a sample document to be presented to prospec
tive clients.

Included in the client's rights statement and informed

consent form are many of the informational procedures suggested by
Hare-Mustin et al. (1979).

Also included are statements concerning the

client's right to access to records at any time during therapy.

In

addressing the issue of client's requests for release of information
to third parties, there is a clause which states that the therapist
will inform the client if the release may have negative consequences
(Everstine et al. 1980).
There appears to be considerable controversy and uncertainty re
garding the parameters necessary for full and informed consent in
psychotherapy.

The recent Specialty Guidelines for the Delivery of

Services by Clinical Psychologists (American Psychological Association
1981b) do appear to reflect increased professional concern for such
informed consent issues as informing clients of the limits of con
fidential ity:
Users are informed in advance of any limits in the setting
for maintenance of confidentiality of psychological information.
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For instance, clinical psychologists in hospital, clinic, or
agency settings inform their patients that psychological in
formation in a patient's clinical record may be available
without the patient's written consent to other members of
the professional staff associated with the patient's treat
ment or rehabilitation. Similar limitations on confiden
tiality of psychological information may be present in cer
tain school, industrial, military, or other institutional
settings, or in instances in which the user has waived con
fidentiality for purposes of third party payment (American
Psychological Association 1981b, p. 647).
The recently revised Ethical Principles of Psychologists (1981a)
also briefly addressed the issue of exceptions to confidentiality:
Psychologists have a primary obligation to respect the con
fidentiality of information obtained from persons in the
course of their work as psychologists. They reveal such
information to others only with the consent of the person
or the person's legal representative, except in those unusu
al circumstances in which not to do so would result in clear
danger to the person or to others. Where appropriate,
psychologists inform their clients of the legal limits of
confidentiality (American Psychological Association 1981a,
p. 636).
However, the latter guidelines do not address such issues as informing
clients regarding negative second-order effects of psychotherapy (HareMustin et al. 1979) and policies regarding the lifespan of clinical
records (Noll 1981; Noll & Hanlon 1976).

At present there are no major

court decisions which offer definitive informed consent standards for
the mental health professional engaged in psychotherapy.

Noll (1981)

observed that until the courts begin to determine the necessary para
meters of informed consent in psychotherapy, professionals will de
velop provisional procedures.

The content of these procedures may

vary considerably, depending upon the individual therapist's position
regarding the various ethical issues involved (Noll 1981).
There have been few systematic investigations of the current
use of informed consent procedures among mental health professionals.
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Noll and Hanlon (1976) surveyed the practices of mental health centers
in the reporting of identifying information (name, address, and social
security number) to state directors of mental health.

They found that

36% provided at least one identifier without clients' knowledge.
In view of the limited data concerning the use of informed con
sent and concommitant difficulty in defining the necessary parameters
of informed consent, an investigation into the current practices among
professionals appeared to be warranted.

Such an investigation, in ad

dition to providing information about the procedures currently employed,
would also yield valuable information about the relative importance
attached to various informed consent issues.

The findings of such an

investigation could also draw the attention to practicing therapists
to salient ethical issues which may not have received adequate consi deration.
Statement of the Current Problem
The present survey investigated the current use of various in
formed consent procedure among a systematic sample of clinical psy
chologists and clinical social workers.

A brief questionnaire was

constructed which listed thirteen of the informed consent issues sug
gested by various authors in the 1 iterature(Coyne & Widiger 1978;
Everstine et al . 1980; Hare-Mustin et al. 1979; Noll 1974, 1976; Noll
& Hanlon 1976; Noll & Rosen, in press).

Several correlates were

examined as predictors of total scores on the questionnaire, includ
ing (1) years of professional experience as a psychotherapist, (2)
theoretical orientation to the practice of psychotherapy, (3) institu
tional affiliation, (4) percentage of total professional activities
devoted to the affiliation, (5) private practice, (6) percentage of
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total professional activities devoted to the private practice and (7 )
method of presenting informed consent information.

Two items at the

end of the questionnaire measured the professional's position concern
ing the relevance and applicability of the informed consent concept to
psychotherapy.
A third group, consisting of a stratified sample of mental
health center directors was also surveyed in order to assess the cur
rent practices employed at community mental health centers.

This

sample would also allow an investigation into possible differences in
practices from those of individual professionals.

In this instance,

directors were asked to respond to the same thirteen items (with very
slight modification) regarding informed consent procedures.

Several

alternative correlates were examined as predictors of total scores on
the questionnaire including (1 ) source of funding (i.e., foundations,
private donations, city funds, county funds, state funds, and/or fed
eral funds), (2 ) whether or not they are reporting identifying infor
mation to state departments of mental health (i.e., name, address,
social security number, or none of the above) and (3) whether or not
they are advising individuals that identifying information is re
ported.

The two attitudinal items at the end of the questionnaire

were identical to those of the individual professional groups.
Although the present survey was predominantly exploratory in
nature, the investigator proposed several hypotheses based upon a re
view of literature.

The first hypothesis concerns the theoretical

orientation of the individual professional. Some analyticallyoriented psychotherapists maintain that the presentation of detailed
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information to the prospective patient/client may interfere with the
formation of transference (Hare-Mustin et al. 1979).

The investigator

hypothesized that respondents who indicate their predominant theoreti
cal orientation to be psychoanalytic present less extensive informa
tion than those with humanistic or behavioral orientations.
As discussed earlier, there has been a discernible trend in
recent years toward viewing the mental health client as a consumer and
participant in psychotherapy (Adams & Orgel 1975; Coyne & Widiger 1978;
Hotchbaum 1969).

This trend has been reflected in the preparation of

various client informational materials in agencies and institutional
settings.

In view of this evidence, the investigator hypothesized that

directors responding in behalf of their respective mental health centers
present more extensive information than do individual professionals.
For similar reasons, it was projected that for individual therapists,
the percentage of professional time devoted to institutional affilia
tions will correlate positively with frequency in the use of informed
consent procedures.
Finally, it was hypothesized that for individual professionals
the number of years of professional experience will correlate nega
tively with frequency in the use of informed consent.

The present

investigator hypothesized that such factors as the rise of consumerism
and the increasing inclusion of professional ethics curriculum in
graduate training programs may have differentially affected younger
professionals' awareness of informed consent issues.

CHAPTER II

METHODOLOGY
Questionnaires were mailed to three groups of respondents, con
sisting of social workers, clinical psychologists, and mental health
center directors.
Respondents
The first group of respondents consisted of 150 members listed
in the 1978 edition of the NASW Register of Clinical Social Workers
(National Association of Social Workers 1978).

The members listed are

masters or doctoral level social workers employed in a wide variety of
clinical settings.

The sample of 150 names was systematically selected

from the total of approximately 10,780 members.

Fifty-seven completed

questionnaires were returned following the first mailing.

Twenty-nine

potential respondents had moved and left no forwarding addresses.
These questionnaires were returned to the investigator.

Two months

after the first mailing, a reminder card was mailed to the remaining
66 potential respondents.

Six additional completed questionnaires

were returned in response to the reminder card.

This increased the

total number of completed questionnaires to 63, for an overall return
rate of 52% for those 121 social workers who received questionnaires.
Five questionnaires were deleted from the sample due to a predominance
of missing data.

This decreased the total proportion of usable ques

tionnaires to 48%.
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A second group of respondents was comprised of 150 Division 12
members listed in the American Psychological Association 1980 Member
ship Register.

The members listed in Division 12 are doctoral level

clinical psychologists employed in a variety of clinical settings.

A

survey sample of 150 names was systematically selected from the total
membership of 4,520 members.

Sixty-four completed questionnaires were

returned following the first mailing of the questionnaire.

Eight po

tential respondents had moved and left no forwarding addresses.
of these questionnaires were returned to the investigator.

All

Two addi

tional completed questionnaires were returned in response to the re
minder cards.

This increased the total number of completed question

naires to 6 6 , for an overall return rate of 46% for those 142 psycholo
gists who received questionnaires.

Nine questionnaires were deleted

from the sample due to a predominance of missing data.

This decreased

the total proportion of usable questionnaires to 40.1%.
The third group of respondents was comprised of the directors
of 102 mental health centers listed in The National Directory of Mental
Health (1980).

The latter directory is a comprehensive listing of

outpatient mental health services throughout the United States.

Two

mental health centers were randomly selected from each of the 50
states, in addition to the District of Columbia.
total stratified sample of 102 respondents.

This resulted in a

Forty-six completed

questionnaires were returned following the first mailing of the
questionnaire.

Three questionnaires failed to reach the addressee

and were returned to the investigator.

Two additional completed

questionnaires were returned in response to the reminder card.

This
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increased the total number of completed questionnaires to 48, for an
overall return rate of 48% for those 99 mental health center direc
tors who received questionnaires.

All questionnaires returned were

usable.
Procedure
Questionnaire.

A brief questionnaire was constructed which in

corporated thirteen informed consent procedures suggested by several
authors in the literature (Everstine et al. 1980; Hare-Mustin et al.
1979; Noll 1974, 1976, 1981; Noll & Hanlon 1976).

A fourteenth

item dealt with the method of presentation of informed consent pro
cedures.

Two attitudinal items were also added to assess the

respondent's views on the relevance of the informed consent concept
to psychotherapy.

A conventional Likert scale was used as a measure

on attitudinal items, while a 6 point, frequency based Likert-type
scale was generated for use with the first 13 items.

The same

questionnaire was mailed to both groups of individual professionals,
while the wording of the questionnaire sent to mental health centers
was slightly modified.
Several correlates were generated by the investigator for use
as possible predictors of individual professional's and mental health
center director's responses on the questionnaire.

Copies of the

respective questionnaires and accompanying cover letters mailed to
individual professionals and directors are listed in Appendix A.
A multivariate analysis of variance (MANOVA) was performed on
the 13 items measuring frequency in use of various informed consent
procedures, in addition to the two attitudinal items.
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A stepwise multiple regression was performed for each of the
three groups in order to explore the relationship between the hypothe
sized correlates and total responses.

CHAPTER III

RESULTS
Social Worker Demographics
The amount of professional experience as a psychotherapist for
social workers (Group 1) ranged from 5 to 35 years, with a mean of
15.93 years and a standard deviation of 7.95 years.
Thirty-eight percent of this sample selected psychoanalytic as
most closely approximating their theoretical orientation to the prac
tice of psychotherapy, 48% selected humanistic, 71 selected behavioral,
and 7% did not respond.
Eighty-three percent of these respondents reported one or more
institutional affiliations (e.g., university training center, community
mental health center, private or state hospital, etc.).

Fifteen per

cent reported no institutional affiliation and 2 % did not respond.
Of those respondents who reported institutional affiliations, the
percentage of time devoted to these affiliations cumulatively ranged
from 10 to 100%, with a mean of 77.7% and a standard deviation of
29.9%.
Sixty-five percent of these respondents reported that they en
gaged in the private practice of psychotherapy.

The percentage of

time devoted to private practice ranged from 5 to 100% with a mean
of 44.1% and a standard deviation of 36.0%.
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Twenty-two percent of Group 1 respondents indicated that they
presented informed consent procedures in oral form only, 9% in written
form only, 53% in oral and written form, and 15% did not respond.
Clinical Psychologist Demographics
The amount of professional experience as a psychotherapist for
clinical psychologists (Group 2) ranged from 5 to 41 years, with a
mean of 20.05 years and a standard deviation of 9.42 years.
Thirty-one percent of Group 2 respondents selected psycho
analytic as most closely approximating their theoretical orientation
to psychotherapy, 40% selected humanistic, 16% selected behavioral,
and 1 2 % did not respond.
Eighty-six percent of these respondents reported one or more
institutional affiliations.
affiliation.

Fourteen percent reported no institutional

Of those who reported institutional affiliations, the

percentage of time devoted to these affiliations cumulatively ranged
from 10 to 100%, with a mean of 64.1% and a standard deviation of 34.5%.
Eighty-seven percent of respondents in Group 2 reported that
they engaged in the private practice of psychotherapy.

The percentage

of time devoted to private practice ranged from 10 to 1 0 0 % with a mean
of 46.2% and a standard deviation of 33.9%.
Forty-four percent of these respondents indicated that they
presented informed consent procedures in oral form only, 1 2 % in writ
ten form only, 35% in both oral and written form, and 8 % did not
respond.

A summary of demographic information for Groups 1 and 2 is

presented in Table 1.

Table 1

Sample Characteristics of the Individual Professional Groups
Group 1
Cl ini cal
Social Workers
Variable

N

Mean

Years of Professional
Experience

58

15.983

22

28
4

Institutional Affiliation

Group 2
Cl ini cal
Psychologists
SD

N

Mean

SD

7.948

57

20.053

9.423

.407
.519
.074

.495
.504
.264

18
23
9

.360
.460
.180

.485
.503
.388

57

.842

.368

57

.860

.350

Percentage of Professional Time
Devoted to Affiliations

56

64.375

39.601

57

55.088

38.458

Private Practice

58

.655

.479

57

.877

.331

Percentage of Professional Time
Devoted to Private Practice

55

28.091

35.907

57

40.526

35.255

Method of Presenting Informed
Consent Information
Orally
In Written Form
Orally and in Written Form

13
5
31

.265
.102
.632

.446
.306
.487

25
7
20

.481
.135
.385

.505
.345
.491

Theoretical Orientation
Psychoanalytic
Humanistic
Behavioral
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Mental Health Center Demographics
With regard to agency sources of financial support, 17% of the
MHC directors (Group 3) reported receipt of funds from foundations,
33% from private donations, 23% from city funds, 67% from county funds,
36% from state funds, and 54% from federal funds.
Forty-two percent of Group 3 respondents indicated that they
provided identifying information of at least one type to their respec
tive directors of mental health (or their equivalents).

Thirty-seven

percent of directors reported that they provided names of clients, 42%
reported addresses and 35% reported social security numbers.

Of those

Group 3 respondents who reported providing identifying information re
garding clients, 30% responded that they did so without the client's
knowledge.
Ten percent of these respondents indicated that their respective
centers present informed consent information in oral form only, 19%
in written form only, 69% in both written and oral form, and 2% did
not respond.
A summary of the sample characteristics for Group 3 is pre
sented in Table 2.
Data Analyses Results
A multivariate analysis of variance (MANOVA) was performed on
the data, using the three groups as independent variables and the 15
questionnaire items as dependent measures.

The MANOVA procedure is

applicable in situations in which several dependent measures have
been obtained from the same subject and are therefore assumed to be
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Table 2
Sample Characteristics of Mental Health Center Directors
Mean

Variable

N

(Proportion of Total
Sample Responding
Affi rmati vely)

SD

Source of Funding
Foundations

8

.167

.377

Private Donations

16

.333

.476

City Funds

11

.229

.425

County Funds

32

.667

.476

State Funds

46

.958

.202

Federal Funds

26

.542

.503

Name

13

.375

.489

Address

20

.417

.489

Social Security
Number

17

.354

.433

106

312

9

191

,398

33

,702

.462

Report of Identifying
Information to State
Directors of Mental
Health

Method of Presenting
Informed Consent
Information
Orally
In Written Form
Orally and In
Written Form
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correlated in some unknown way (Bock & Haggard 1968).

The MANOVA

takes into account the correlation between the dependent measures.
the present survey, the investigator was

In

interested particularly in

any significant differences between groups on individual dependent
variables (items).
The MANOVA yielded a Wilk's Lambda value of .414.

The associ

ated F test produced a significant result, £ (30, 290) = 5.62,
p < .0001.

This indicated that there were significant differences be

tween the groups' responses when all dependent measures were analyzed
simultaneously.
A separate univariate AN0VA was then performed on each of the
15 individual dependent measures to assess which measures made signifi\
cant contributions to the overall significance of the MANOVA. Items
1-13 measured the frequency in use of various informed consent prac
tices.

The means, standard deviations, and univariate F ratios for

these items are presented in Table 3.
The Newman-Kuels (N - K) procedure was used to make multiple
comparisons between group means on individual items.

The results of

these post hoc tests are summarized in Appendix B.
For item 1, ("I (we) inform the prospective client/patient of
the circumstances (if any) under which I (we) may break confidenti
ality") a significant univariate F was obtained, £ (2,160) = 4.53,
jd

<.05.

The N-K procedure revealed that mental health center direc

tors reportedly provided this information more frequently than social
workers (]3 < .05) or psychologists (jd < .01).

Frequency of Informed Consent Practices
(Always = 6 ; Usually = 5; Sometimes = 4; Seldom = 3; Rarely = 2; Never = 1)
Social Workers
(N=58)

Psychologists
(N=57)

MHC Directors
(N=48)

Mean

SD

Mean

SD

Mean

SD

F

possible exceptions to
confidentiality

4.414

1.655

4.105

1.676

5.000

1.149

4.53*

disclosure of information to
insurance companies and its
possible negative effects

2.724

1.381

2.754

1.693

2.625

1.362

.08

possibility that employers
may adopt negative attitude
toward client in therapy

2.897

1.734

3.246

1.573

3.292

1.304

1.06

type of therapy record
kept

3.845

1 .715

4.105

1.555

4.583

1.302

3.04

client access to records

3.483

1.903

3.614

1.634

4.438

1.413

4.86**

X6

ultimate destruction of
records

2.897

1.898

2.561

1.773

2.229

1.341

2.02

X7

therapist's skills,
training, etc.

4.810

1.051

4.596

1.237

4.208

1.148

3.67*

X8

potential therapy
approaches

4.879

1.061

4.947

1.059

5.042

.898

Dependent Measures (Items)
Inform prospective client
regarding:
xi
X2

X3

X4
X5
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Table 3--continued
Social Workers
(N=58)

Psychologists
(N=57)

MHC Directors
(N=43)

Mean

SD

Mean

SD

Mean

SD

F

possible second order
effects

3.914

1.525

4.263

1.370

4.313

1.151

1.40

method of recourse in
case of client dis
satisfaction

4.293

1.351

3.930

1.580

4.771

1.171

4.79**

X11

request that clients read
and sign a consent form

3.741

1.812

2.930

1.689

5.625

.841

41.23**

X12

possible alternatives to
therapy

3.810

1.407

4.158

1.146

4.500

.968

4.35*

possible negative conse
quences of acknowledging
participation in therapy

3.017

1.670

3.281

1.449

3.063

1.327

Dependent Measures (Items)

*9
X10

X13

*p < .05
**p < .01

.50
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For item 5, ("I (we) provide information to the prospective
patient/client concerning patient/client access to records") a signifi
cant univariate F ratio was obtained, £ (2,160) = 3.04, £ < .01.

The

N-K test revealed that mental health center directors reportedly pro
vided this information significantly more frequently than either
social workers (jd < .0 1 ) or psychologists (p < .0 1 ).
For item 7, ("I (we) provide the prospective client/patient
with information concerning my (a therapist's) skills, qualifications,
training and professional experience"), a significant F was obtained,
£ (2,160) = 3.67, £ < .05.

The N-K test revealed that social workers

reportedly provided this information more frequently than mental health
center directors.
For item 10, ("I (we) present some method of recourse to the
prospective patient/client as a way of dealing with potential dissatis
faction with me (the therapist) and/or the therapy") a significant F
ratio was obtained, £ (2,160) = 4.79, £ < .01.

The N-K procedure re

vealed that mental health center directors reportedly presented such
information significantly more frequently than psychologists (£ < .0 1 ).
For item 11, ("I (we) request that the prospective patient/
client read and sign a consent form of one type or another") a signifi
cant F ratio was obtained, £ (2,160) = 41.23, £ < .01.

The post hoc

analyses revealed that mental health center directors reportedly made
such requests significantly more frequently than either social workers
(£ < .01) or psychologists (£ < .01).

In addition, social workers re

portedly made these requests significantly more often than psycholo
gists (£ < .0 1 ).
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For item 12, ("I (we) inform the prospective patient/client of
the possible alternatives to psychotherapy (e.g., pastoral counsel
ing, legal assistance, assertiveness training, support groups") a
significant F ratio was obtained, £ (2,160) = 4.35, jd < .01.

The post

hoc analyses revealed that mental health center directors reportedly
presented such information significantly more frequently than social
workers ( 2 < .0 1 ).
Two items at the end of the questionnaire concerned attitudes
toward the use of informed consent in psychotherapy.

The means, stan

dard deviations, and univariate F ratios for these items are presented
in Table 4.
For attitudinal item 2 ("The use of informed consent should
be confined to clearly established medical procedures such as adminis
tering electroconvulsive therapy and prescribing psychoactive medica
tion") the univariate F revealed significant group differences, £
(2,160) = 4.53, 2 < .05.

Post hoc analyses revealed that social

workers agreed with this statement to a significantly greater degree
than either psychologists ( 2 < .0 1 ) or mental health center directors

(2 < •01).
A separate stepwise regression analysis was performed for
each respondent group to predict total scores on the 13 items measur
ing frequency of various informed consent practices.

At each step

of this analysis, the variable which contributed the largest increment
2
to R was entered into the regression equation. For social workers
and psychologists, the following variables were used as predictors
of total scores:

Number of years of professional experience as a

Table 4

Attitudes Toward Informed Consent
(Strongly Disagree = 5; Disagree = 4; Neutral = 3;
Agree = 2 ; Strongly Agree = 1)
Social Workers
(N=58)

Psychologi sts
(N=57)

MHC Directors
(N=48)

Mean

SD

Mean

SD

Mean

SD

F

best to deal with such
issues as they emerge
in therapy

2.293

1.124

2.421

1.224

2.833

1.191

2.94

informed consent should
be confined to medical
procedures

3.445

1.319

4.000

1.150

3.833

1 .136

4.53*

Dependent Measures (Items)

X-|

*£ < .Ob
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therapist, theoretical orientation, whether institutionally affili
ated, percentage of professional time devoted to institutional affilia
tions (cumulatively), method of presenting information (oral, writ
ten or both oral and written) and responses on attitudinal items 1
and 2 .
Although both one and two variable models were significant pre
dictors of total scores for Group 1, a three variable model was chosen,
since the additional variables significantly increased the amount of
variance accounted for.

Two of the three variables were significant

at the point they entered the regression equation:

Response to atti

tudinal item 1, £ (1,33) = 11.46, p < .002 and method of presenting
information, £ (1,38) = 5.50, £ < .02.

The variable of private prac

tice was marginally significant, £ (1,38) = 2.76, £ < .11.

The model

with these variables was significant and accounted for 33.0% of the
variance (see Table 5).

Respondents with high total scores were

those who expressed disagreement on attitudinal item 1

(. . . "best

to deal with these issues as they arise during the course of therapy
rather than a discussion during initial sessions").

Respondents who

reported presenting informed consent information solely in oral
form had lower total scores.

Those with private practices were

only somewhat more likely to have lower total scores.
A stepwise regression analysis for Group 2 yielded both one
and two variable models as significant predictors of total scores.
The two variable model was selected, which significantly increased
the amount of variance accounted for and yielded two significant
variables:

Responses on attitudinal item 1, £ (1,43) = 23.74,

Table 5

Stepwise Multiple Regression Group 1: Total Scores with Private Practice
Oral Method of Presenting Informed Consent Information, Attitudinal Item 1
Mul tiple
R

R
Square

.574

.330

Source

df

SS

MS

F

P

6.24

.002

F

E

Model

3

2730.73

910.24

Error

38

5545.39

145.93

B Value

Standard
Error

Type II
SS

Intercept

44.57

Private Practice

-0.08

.05

402.43

2.76

.105

5.63

1.71

1584.80

10.86

.002

-9.75

4.16

802.03

5.50

.024

Oral Method of Presenting
Informed Consent Information
Attitudinal Item 1
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£ < .0001, and theoretical orientation, £ (1,43) = 7.21, d < .01.

The

model with these variables was significant and accounted for 43.4% of
the variance (see Table 6 ).

Respondents who expressed disagreement

on attitudinal item 1 (". . . best to deal with these issues as they
emerge . . .") and had behavioral orientations obtained higher total
scores.
The stepwise regression analysis for Group 3 failed to yield
any models as significant predictors of total scores.

The model which

most closely approached significance as predictive of total scores
included six variables and is presented in Table 7.

Table 6

Stepwise Multiple Regression Group 2: Total Scores With
Behavioral Orientation, Attitudinal Item 1
Multiple
R

R
Square

.653

.434

Intercept
Behavioral Orientation
Attitudinal Item 1

Source

df

SS

MS

F

p

16.50

.0001

Model

2

3423.94

1711.97

Error

43

4461.56

103.76

B Value

Standard
Error

Type II
SS

F

£

5.30

1.19

2463.46

23.74

.0001

11.25

4.19

747.86

7.21

.010

32.28

Table 7

Stepwise Multiple Regression Group 3: Total Scores With Sources of Support
(Foundations, Private Donations, County Funds), Identifying Information
Supplied (Name, Address, Social Security Number)
Multiple
R

R
Square

.657

.431

Source

df

SS

MS

F

P

2.02

.122

Model

6

769.90

128.32

Error

16

1015.40

63.46

B Value

Standard
Error

Type II
SS

F

E

- 1 2 .1 1

6.71

206.57

3.25

.09

14.51

6.63

336.98

5.31

.03

County Funds

8.62

4.48

235.56

3.71

.07

Names of Clients Supplied

6.89

4.48

150.05

2.36

.14

-11.55

5.27

304.56

4.80

.04

6.57

3.87

182.70

2.88

.11

Intercept
Foundations
Private Donations

Addresses Supplied
Social Security Number
Supplied

48.16

CHAPTER IV

DISCUSSION
The results of this investigation suggested that there were
significant differences in the extent to which several informed con
sent issues are addressed by individuals and mental health centers.
Of the thirteen informed consent issues included in the ques
tionnaire, mental health center directors reported significantly
greater frequency in addressing three particular issues than either
individual professional group.

These included informing prospective

clients of the circumstances under which the therapist may break con
fidentiality and providing information concerning client/patient
access to records.

In addition, mental health center directors re

ported a significantly greater frequency in requesting that prospec
tive clients/patients read and sign a consent form.
Mental health center directors reported a significantly greater
frequency than one of the individual professional groups on two issues.
They reported informing clients/patients of some method of recourse
in cases of client dissatisfaction to a significantly greater degree
than psychologists.

On the issue of informing clients/patients of

alternatives to psychotherapy, mental health center directors reported
providing this information significantly more frequently than social
workers.
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Individual practitioners significantly exceeded mental health
center directors' frequency in addressing only one issue.

Social

workers reportedly provided clients/patients with information regard
ing the therapist's skills, qualifications, training, and professional
experience significantly more frequently than mental health centers.
Individual professional groups differed on only one issue.
Social workers reported requesting clients to sign consent forms more
frequently than psychologists.
Mental health center directors reported greater frequency in
providing information to clients on such issues as the limits of con
fidentiality, client access to records, methods of client recourse
and alternatives to psychotherapy may, in part, reflect a trend toward
the development of client informational materials at the community
health center level.

Some evidence for such a trend may be inferred

from the proportion of respondents in each group who returned informed
consent materials with their completed questionnaires.

Although the

investigator requested that all respondents include with their ques
tionnaires copies of any written materials used, only a limited number
of social workers (19.4%) and psychologists (11.1%) who reported using
printed materials returned them.

Approximately 47.2% of mental health

center directors who reported the use of written materials returned
them with their completed questionnaires.
Materials returned by social workers included one medication
consent form, one policy statement regarding fees, one consent to
treatment form, one general client's rights statement, one statement
regarding client access to records, three statements regarding con
fidentiality, and four authorizations for release of information.
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Materials included by psychologists included one consent to
treatment form, one authorization for audio-video recording, and two
authorizations for release of information.
It appeared then, that of the limited number of materials re
turned by individual professionals, many did not deal directly with
informed consent issues.

In view of the latter observation, together

with the low level of response to the investigator's request for writ
ten materials, it is somewhat difficult to assess the extent to
which individual professionals use written informed consent materials.
Included with the materials returned by the seventeen mental
health center directors were one client grievance policy statement,
one authorization for audio-video recording, two consent forms for
psychotropic medication, three fee agreement forms, five general state
ments of client's rights, six privacy and confidentiality statements,
eight general consent to treatment forms, and eight authorizations
for release of information.
Several mental health center directors commented that their
agencies were presently in the process of either planning or imple
menting written informed consent materials to include psychotherapy
clients:
We are now in the developing, planning phase to cover these
issues. The [state] office is working on standardizing con
sent forms. We use consent forms for treatment and for
medication (anonymous mental health center director).
We now respond to the issues raised in your questionnaire
when the client asks. Thus, frequency is more a reflection
of client interests, assertiveness, motivation, etc. We are
now in the process of implementing the use of a written form
dealing with these issues (anonymous mental health center
di rector).
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With regard to the reporting of identifying information to state
directors of mental health, it was found that a substantial proportion
of mental health centers provided at least one identifier.

Of those 20

mental health center directors who reported information, a substantial
proportion (30%)reportedly did so without the client's knowledge.

The

latter results are similar to those obtained by Noll and Hanlon (1976)
in their survey of mental health centers.

Taken together, these re

sults raise important ethical questions concerning the extent of privacy
at some mental health centers.

Noll and Hanlon (1976) have called for

the implementation of state and local policies prohibiting the report
ing of such identifying information.

Pending such action, the obtain

ing of informed consent appears to be ethically warranted.
Several questionnaire items emerged which deal with issues only
infrequently addressed by all three groups of respondents.

Responses

to item 2 (. . . inform the prospective client that the disclosure of
information to the insurance company by a therapist may have a negative
impact on his/her ability to obtain life insurance or other forms of
insurance coverage) indicated that this was one of the least frequently
addressed issues across all three groups.

Of all the items included,

it generated the most spontaneous comments:
I never tell insurance companies anything they could use against
a client (anonymous social worker).
We do not release information without informed consent (anony
mous mental health center director).
What are the data for this assertion?
health center director).

(anonymous mental

We have never experienced this as an issue. I will explore
it further, as it could become a problem. Thanks (anony
mous mental health center director).
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I did not know this is a fact. And if it were, I would par
ticipate in fighting it (anonymous psychologist).
Eight individual professional respondents spontaneously commented that
they were unaware of this issue.

It appeared, then, that a number of

professionals were uninformed about some of the potential hazards posed
by third party inquiries of a therapist.

An examination of frequencies

of each response category for this item revealed that 51.7% of Group 1,
57.9% of Group 2, and 52.1% of Group 2 respondents indicated that they
rarely or never informed clients of these potential risks.
Responses to item 3 (. . . inform the prospective client that
some potential employers may adopt a negative attitude toward him/her if
the employers become aware that the applicant has been involved in
psychotherapy) also suggested that this issue was rarely or never ad
dressed by a substantial proportion of Group 1 (51.7%), Group 2 (43.8%)
and Group 3 respondents (31.2%).

It is difficult to infer why this

issue received only infrequent attention by many individual profes
sionals and mental health centers.

One mental health center director

commented that his agency informed clients of these potential negative
consequences only when applicable, since they had "good knowledge about
employers where this is a problem" (anonymous mental health center
director).

It may be that some professionals have perceived a change

in the direction of greater public acceptance of seeking professional
help for mental health problems.

One mental health center director

commented:
We who are involved in patient therapy constantly struggle
with the need to bring human behavior problems and mental
health out of the closet. Many of the assumptions which you
list are contrary to this observation. Your questions assume
that it is shameful to consume mental health services.
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Several respondents commented that a discussion of potential negative
consequences with potential clients/patients may have the effect of
deterring individuals from seeking help:
Discussion of too many issues too soon would cause the cli
ent to avoid therapy completely, or could cause the person
to seek the services of a less professional counselor who
has no concern for such issues (anonymous psychologist).
For some of the items on your survey, it is better to estab
lish rapport with the client before explaining all negative
consequences, etc. (anonymous mental health center director).
Responses to item 6 (. . . provide the prospective client/patient
with information concerning the ultimate destruction of records which
are compiled during the course of therapy) indicated that a majority
of respondents from each group rarely or never address this issue.
Several respondents from each group commented that they did not pro
vide such information to clients, since they never destroyed clinical
records.
In the exploratory analyses of hypothesized variables or corre
lates' ability to predict total scores, the best single predictor for
individual practitioners was response to attitudinal item 1 (. . . best
to deal with these issues as they arise rather than a discussion dur
ing initial sessions).

Individual professionals who most strongly

agreed with this statement had lower total scores.

This finding

may be understood in conjunction with the viewpoint that a discussion
of possible negative consequences, second order effects, and alterna
tives to psychotherapy may deter individuals from seeking professional
help.

No support was found for the hypothesis that psychoanalytically-

oriented therapists would have lower total scores.

In view of the

emergence of attitudinal item 1 as a significant predictor of total
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score, it appears that an individual professional's stance regarding
the discussion of issues prior to therapy may be relatively independent
of theoretical orientation.

However, behavioral orientation did emerge

as a significant predictor of high total scores for psychologists.
This result may be reflective of behavioral therapist's use of con
tractual procedures which explicitly state the procedures, conditions,
and goals of therapy.
For social work respondents, those who reported presenting in
formation in oral form only had lower scores.

It appears, then, that

social workers who made use of written materials in their practices
are generally more likely to give attention to informed consent issues.
No support was found for the hypothesis that individual pro
fessionals who spend the greatest proportion of professional time in
institutional affiliations would obtain higher total scores, although
for social workers there was a moderate relationship between private
practice and lower total scores.
Several respondents' comments pointed to the potential value
of the present investigation in sensitizing professionals to the issues
of informed consent:
Your questions were very thought-provoking. I expect to be
more conscious of these issues in the future (anonymous
social worker).
I feel a questionnaire of this type is good as it requires re
view regarding existing practices. The survey also generated
thought regarding patients' ability to secure life insurance.
We have not experienced any problems in this area, although
this is not to pay some of our patients have not had diffi
culty (anonymous mental health center director).
The results of this investigation suggest that several of the
issues suggested in the literature (Hare-Mustin et a l . 1979;

52

Everstine et al. 1980; Noll 1974, 1976, 1981) have not been addressed
by mental health professionals.

It appears that some of the reluctance,

particularly on the part of individual professionals, is based upon
the attitude that a discussion of or written information provided the
client about such issues prior to therapy is detrimental to the pro
cess of therapy or may deter persons from seeking help.
One example of a written informed consent procedure for use with
psychotherapy clients was developed at the Psychological Services Cen
ter at the University of North Dakota.

Issues addressed include gen

eral information about the center and providers of services, an ex
planation regarding the request for taping of interviews, a policy state
ment regarding confidentiality and requests for information from third
parties, and potential negative effects of acknowledging participation
in psychotherapy on application forms.

This printed information is

given to each adult client to examine prior to the initial intake inter
view.

In addition, clients are asked to acknowledge having read and

understood the informational materials and their permission for the
recording of sessions by signing a consent form.

Although there was

initially some apprehensiveness concerning the adoption of these pro
cedures, there has been little evidence to suggest that fully informed
clients have been deterred from seeking services (Squire 1982).
Several individual professionals commented that the use of
informed consent in psychotherapy was incongruent with the warm, ac
cepting image of the helping professionals.

However, it can be argued

that a preliminary discussion of these issues may actually be con
ducive to the establishment of a more honest, comfortable and trusting
relationship between client and psychotherapist.

Perhaps more
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importantly, information particularly concerning material risks of
psychotherapy is fundamental to the client's ability to make a fully
informed decision to enter therapy.

APPENDIX A
INDIVIDUAL PROFESSIONAL AND MENTAL HEALTH
CENTER DIRECTOR QUESTIONNAIRES
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The University of North Dahota
G R A N D F O R K S 58201
T E L E P H O N E : (701) 777 3451

D E P A R T M E N T OF P S Y C H O L O G Y

June, 1981

May we ask you for approximately ten minutes of your time?
"Informed consent" is a concept that has recently been extended to the
practice of psychotherapy. There appears to be some uncertainty and
controversy regarding the matter of providing information to the prospec
tive client/patient. The attached questionnaire lists many of the pro
cedures which have been suggested by various authors on this subject.
However, there is limited empirical data concerning the adoption of these
procedures by psychotherapists. Such data, in addition to supplying
information about the procedures currently employed, may also provide
information concerning the relative importance attached to various in
formed consent issues. We request your cooperation in completing this
brief questionnaire.
You are among a group of psychologists and social workers being sur
veyed. In order to insure the representativeness of the results, it is
important that this questionnaire be returned in the enclosed stamped
and addressed envelope as soon as possible.
Your participation is, of course, on a purely voluntary basis. Your
name will not in any way be identified with the results, although your
questionnaire has been coded for the purpose of sending out a reminder
card. Any comments used will be cited anonymously. Following the data
analysis, all identifying information will be destroyed. A summary of
the results may be obtained by checking the appropriate space at the
end of the questionnaire. Thank you very much for your valuable partici
pation in this study.
Respectfully yours,

Mark L. Haugen
f
Graduate Student in Psychology

University of North Dakota
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1.

Please indicate the number of years of professional experience
that you have had as a psychotherapist.
__ _______years of experience

2.

Of the three choices presented below, please circle the response
that most closely approximates your theoretical orientation to
the practice of psychotherapy.
1
PSYCHOANALYTIC

2
HUMANISTIC

3
BEHAVIORAL

3a. Do you maintain one or more institutional affiliations? (e.g.,
university training center, community mental health center,
private or state hospital, etc.)
YES

NO

b. If so, please circle the approximate percentage of your total
professional activities devoted to the institutional affiliation(s)
cumulatively.
10

20

30

40

50

60

70

80

90

100

4a. Do you engage in the private practice of psychotherapy?
YES

NO

b. If so, please circle the approximate percentage of your total pro
fessional activities devoted to this private practice.
10

20

30

40

50

60

70

80

90

100

DIRECTIONS: Of the following procedures listed, please indicate the
extent to which you employ each of them in your own practice of psycho
therapy by circling the appropriate number.
1.

I inform the prospective client/patient of the circumstances (if
any) under which I may break confidentiality.
1
NEVER

2.

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

In some cases, fees for psychotherapy are defrayed by health insur
ance policies.
In such cases, I inform the prospective patient/
client that the disclosure of information to the insurance company
by a therapist may have a negative impact on his/her ability to
obtain life insurance or other forms of insurance coverage.
1
NEVER

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS
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3.

I inform the prospective client/patient that some unenlightened
potential employers may adopt a negative attitude toward him/her if
the employers become aware that the applicant has been involved in
psychotherapy.
1
NEVER

4.

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

I inform the prospective patient/client of possible second order
effects of psychotherapy (e.g., the possibility that a marriage
relationship may be disrupted during the course of individual
psychotherapy).
1
NEVER

10.

2
RARELY

I inform the prospective patient/client of the potential or con
templated approaches and procedures to be used in therapy.
1
NEVER

9.

6
ALWAYS

I provide the prospective patient/client with information concern
ing my skills, qualifications, training and professional experience.
1
NEVER

8.

5
USUALLY

I provide the prospective client/patient with information concern
ing the ultimate destruction of records which are compiled during
the course of therapy.
1
NEVER

7.

4
SOMETIMES

I provide information to the prospective patient/client concerning
patient/client access to records.
1
NEVER

6.

3
SELDOM

I provide information to the prospective client/patient concern
ing what type of record (if any) will be kept during the course
of therapy contacts.
1
NEVER

5.

2
RARELY

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

I present some method of recourse to the prospective patient/client
as a way of dealing with potential dissatisfaction with me and/
or the therapy.
1
NEVER

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS
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11.

I request that the prospective patient/client read and sign a
consent form of one type of another.
1
NEVER

12.

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

I inform prospective patients/clients that acknowledgement of their
participation in psychotherapy on any application form may have
negative consequences for them.
1
NEVER

14.

3
SELDOM

I inform the prospective patient/client of the possible alternatives
to psychotherapy (e.g., pastoral counseling, legal assistance,
assertiveness training, support groups).
1
NEVER

13.

2
RARELY

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

Of those informed consent procedures presented above which I feel
to be important, I present such information
1
ORALLY

2
IN WRITTEN FORM

3
ORALLY AND IN WRITTEN FORM

DIRECTIONS: Please circle the number corresponding to the response that
most closely approximates your position on a given issue.
1.

While the previously mentioned considerations are important, I
believe it is best to deal with these issues as they emerge dur
ing the course of therapy, rather than a discussion of them
during initial sessions.
1
STRONGLY DISAGREE

2.

2
DISAGREE

3
NEUTRAL

4
AGREE

5
STRONGLY AGREE

The use of informed consent should be confined to clearly estab
lished "medical" procedures such as administering electroconvulsive
therapy and prescribing psychoactive medications.
1
STRONGLY DISAGREE

2
DISAGREE

3
NEUTRAL

4
AGREE

5
STRONGLY AGREE

PLEASE NOTE: In the event that you or your employer make use of writen informed consent materials, I would greatly appreciate it if you
would enclose a copy of these materials with your completed question
naire.
I invite you to make any comments that you wish (with regard to
this questionnaire or the content of it) on the back of this page.
Thank you again for your participation in this study.
( ) Please check here if you wish to receive a summary of the results.
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Tlie University of Nortk Dakota
G R A N D F O R K S 58201
D E P A R T M E N T OF P S Y C H O L O G Y

T E L E P H O N E : (701) 777 3451

June, 1981

Dear Mental Health Center Director:
May we ask you for approximately ten minutes of your time?
"Informed consent" is a concept that has recently been extended to the
practice of psychotherapy. There appears to be uncertainty and contro
versy regarding the matter of providing information to the prospective
client/patient. The attached questionnaire lists many of the procedures
suggested by various authors on this subject. However, there is limited
empirical data concerning the adoption of these procedures by mental
health agencies. Such data, in addition to supplying information about
the procedures currently employed, may also provide information concern
ing the relative importance attached to various informed consent issues.
We request your cooperation in completing this brief questionnaire.
You are among a group of mental health center directors being surveyed.
In order to insure the representativeness of the results, it is very
important that this questionnaire be returned in the enclosed stamped
and addressed envelope as soon as possible.
Your participation is, of course, on a purely voluntary basis. Neither
your nor your agency's name will be identified with the results, al
though your questionnaire has been coded for the purpose of sending out
a reminder card. Any comments used will be cited anonymously. Follow
ing the data analysis, all identifying information will be destroyed.
A summary of the results may be obtained by checking the appropriate
space at the end of the questionnaire. Thank you very much for your
valuable participation in this study.
Respectfully yours,

j /
Mark L. Haugen
Graduate Student in Psychology

yk.

ff.
y ^ o n n O . Noll, Ph.D.
//Professor of Psychology
(/ University of North Dakota
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1.

Of the following potential sources of funding listed, please
place a check beside those which currently provide financial
support for your agency.
_____
_____
_____
___ _
_____

2.

foundations
private donations
city funds
county funds
state funds
federal funds

Of the following items of information listed, which do you report
to your state department of mental health (or its equivalent)
about the psychotherapy client/patients served by your center?
_____ Name
____ Address
____ Social Security number
_____ None of the above

3.

Are individuals advised that their names or other identifying
information may be reported to the state department of mental
health?
YES

NO

DIRECTIONS: Of the following procedures listed, please indicate the
extent to which your agency employs each of them in the practice of
psychotherapy by circling the appropriate number.
1.

We inform the prospective client/patient of the circumstances (if
any) under which we may break confidentiality.
1
NEVER

2.

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

In some cases, fees for psychotherapy are defrayed by health in
surance policies. In such cases, we inform the prospective
patient/client that the disclosure of information to the insurance
company by a therapist may have a negative impact on his/her
ability to obtain life insurance or other forms of insurance
coverage.
1
NEVER

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS
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3.

We inform the prospective client/patient that some potential
employers may adopt a negative attitude toward him/her if the
employers become awa^e that the applicant has been involved in
psychotherapy.
1
NEVER

4.

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

We inform the prospective patient/client of the potential or con
templated approaches and procedures to be used in therapy.
1
NEVER

9.

6
ALWAYS

We provide the prospective patient/client with information con
cerning a therapist's skills, qualifications, training and pro
fessional experience.
1
NEVER

8.

5
USUALLY

We provide the prospective client/patient with information con
cerning the ultimate destruction of records which are compiled
during the course of therapy.
1
NEVER

7.

4
SOMETIMES

We provide information to the prospective patient/client concern
ing patient/client access to records.
1
NEVER

6.

3
SELDOM

We provide information to the prospective client/patient concern
ing what type of record (if any) will be kept during the course
of therapy contacts.
1
NEVER

5.

2
RARELY

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

We inform the prospective patient/client of possible second order
effects of psychotherapy (e.g., the possibility that a marriage
relationship may be disrupted during the course of individual
psychotherapy).
1
NEVER

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS
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10.

We present some method of recourse to the prospective patient/
client as a way of dealing with potential dissatisfaction with the
therapist and/or the therapy.
1
NEVER

11.

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

We inform prospective patients/clients that acknowledgment of
their participation in psychotherapy on any application form may
have negative consequences for them.
1
NEVER

14.

4
SOMETIMES

We inform the prospective patient/client of the possible alterna
tives to psychotherapy (e.g., pastoral counseling, legal assistance,
assertiveness training, support groups).
1
NEVER

13.

3
SELDOM

We request that the prospective patient/client read and sign a
consent form of one type or another.
1
NEVER

12.

2
RARELY

2
RARELY

3
SELDOM

4
SOMETIMES

5
USUALLY

6
ALWAYS

Of those informed consent procedures presented above which we feel
to be important, we present such information
1
ORALLY

2
IN WRITTEN FORM

3
ORALLY AND IN WRITTEN FORM

DIRECTIONS: Please circle the number corresponding to the response that
most closely approximates your position on a given issue.
1.

While the previously mentioned considerations are important, I
believe it is best to deal with these issues as they emerge during
the course of therapy, rather than a discussion of them during
initial sessions.
1
STRONGLY DISAGREE

2.

2
DISAGREE

3
NEUTRAL

4
AGREE

5
STRONGLY AGREE

The use of informed consent should be confined to clearly estab
lished "medical" procedures such as administering electroconvul
sive therapy and prescribing psychoactive medications.
1
STRONGLY DISAGREE

2
DISAGREE

3
NEUTRAL

4
AGREE

5
STRONGLY AGREE
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PLEASE NOTE: In the event that your agency makes use of written in
formed consent materials, we would greatly appreciate it if you would
enclose a copy of these materials with your completed questionnaire.
We invite you to make any comments that you wish (with regard to this
questionnaire or the content of it) on the remainder of this page.
Thank you again for your participation in this study.
(

) Please check here if you wish to receive a summary of the results.

APPENDIX B

NEWMAN KUELS POST-HOC RESULTS
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Table 8
Newman-Kuels Post-Hoc Results
(Group 1 = Social Workers; Group 2 = Psychologists;
Group 3 - Mental Health Center Directors)
Groups
Dependent Measures (Items)

1 and 2

1 and 3

2 and 3

X]

(lb, 2C , 3a )

.308

.586*

.895**

X5

(1C , 2b , 3a )

.131

.955**

.823**

X?

(la , 2b , 3C )

.214

.602*

.388

X1Q (lb , 2C , cb )

.363

.478

.841**

Xn

.812**

(lb , 2C , 3a )

1.884**

2.695**

X]2 (1C , 2b , 3a )

.348

.690**

.342

X]5 (1°, 2b , 3a )

.655*

.489*

.167

*

£

<

.05

* *

£

<

.01

a = 1st rank (largest) group mean
b = 2nd rank group mean
c = 3rd rank group mean
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